Hypertension had been present for 6 or 7 years. Since April 1952 he had been treated for recurrent tachycardia and syncope. The past history was otherwise not significant, and the family history was negative.
On physical examination, the blood pressure was 230/130, the heart was enlarged, and there were signs of mild congestive heart failure. Grade III hypertensive retinopathy and optic atrophy of the right eye were present.
There was a normal hemogram, the blood urea nitrogen was normal, and the serologic test for syphilis was negative. An but ours is the first in which dissection of the aorta has been present. The aorta was most frequently involved by contiguity, usually by spread from adjacent lymph nodes. In 5 cases, including the present one, the infection was apparently blood borne.
A specific etiology for aortic dissection is rarely recognized10' 11 and the majority of dissections are classified as "idiopathic." Dissecting aneurysm, as it presents itself clinically, probably results from 2 distinct processes. Splitting of the aortic wall is usually attributed to disease of the media, so-called medionecrosis cystica, and rupture of diseased medial nutrient vessels is believed to be responsible for the formation of a hematoma within the dissected segment. Atherosclerotic degeneration of the intima then permits an intimal tear, with resulting communication between the dissection and the aortic lumen. The present case differs in that the dissection occurred in the adventitia instead of the media. The adventitia was widely involved by a specific granulomatous process and at only 2 points did the necrosis extend to involve the media. Here the process merged with the atheromatous intima and the intimal tear occurred, establishing communication with the aortic lumen.
Whether aortic dissection is of known etiology or "idiopathic," certain predisposing factors are recognized. These are coarctation and other anomalies of the aorta, pregnancy, Marfan's syndrome, and hypertension. Hypertension is nearly always present at the time of dissection. Even in those patients whose blood pressure is not elevated, some evidence of hypertensive vascular disease is usually found either in the history, the physical findings, or the findings at autopsy. In some cases, however, the hypertension may be the result of the dissecting aneurysm rather than a predisposing cause, by a mechanism similar to that in coarctation of the aorta, with proximal hypertension and distal hypotension.
The clinical picture of dissecting aneurysm has been described elsewhere12'-16 and will not be discussed in detail here. Several features, however, deserve re-emphasis. The presenting complaint most frequently encountered is severe pain in the chest or abdomen, radiating often to the back, the interscapular region, the neck, and the legs. Although this patient's initial pain had the characteristic distribution it was mild and did not persist. It should be recognized that dissection may be gradual, and the classical acute or subacute clinical picture of pain, shock, collapse, and death in a matter of hours or days may not be present. Extensive dissection has been observed at autopsy from the aortic arch to the bifurcation of the aorta without any history of symptoms referable to the lesion.
Of particular clinical interest in the present case was the occurrence of hoarseness due to involvement of the recurrent laryngeal nerve, which has previously been reported, and the transient phrenic paralysis to which we can find no previous reference.
The present case is an example of so-called "healed" dissecting aneurysm, resulting from distal re-entry from the dissection into the true aortic lumen. This is reported to occur in approximately 25 per cent of aortic dissections.'3 The patient may die later as a result of rupture of the aneurysm but more commonly death results from some other related or unrelated cause. Recent attempts at surgical therapy of dissecting aneurysm have been patterned after this natural "healing." They have been directed at re-establishment of aortic flow by the production of a fenestration between the dissection and the true aortic lumen. ' 
